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Section 300.1210 General Requirements for
Nursing and Personal Care

facility, with the participation of the resident and
the resident's guardian or representative, as
applicable, must develop and implement a
comprehensive care plan for each resident that
includes measurable objectives and timetables to
meet the resident's medical, nursing, and mental
and psychosocial needs that are identified in the
resident’s comprehensive assessment, which
allow the resident to attain or maintain the highest

provide for discharge planning to the least
restrictive setting based on the resident's care
needs. The assessment shall be developed with
the active participation of the resident and the
resident's guardian or representative, as
applicable. (Section 3-202.2a of the Act)

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with

S 000

$9999

Attachment A
Statement of Licensure Violations

finols Department of Public Health
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE {X6) DATE

TATE FORM

XW0911

If continuation sheet 1 of 6




{llinois Department of Public Health

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 06/26/2022
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

IL6002265

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED

Cc

04/26/2022

NAME OF

CRESTWOOD REHABILITATION CTR

PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

14255 SOUTH CICERO AVENUE

CRESTWOOD, IL 60445

(X4)ID
PREFIX -
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X5
{EACH CORRECTIVE ACTION SHOUL D BE e

COMPLETE
DATE

DEFICIENCY)

$9999

Continued From page 1

each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident,

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

Section 300.1620 Compliance with Licensed
Prescriber's Orders

e) The resident's licensed prescriber shall be
“notified of medications about to be stopped so
that the licensed prescriber may promptly renew
such orders to avoid interruption of the resident's
therapeutic regimen.

These regulations were not met as evidence by:

Based on interview and record review the facility
failed to identify and develop a plan with
interventions to prevent drug seeking behaviors
for a resident with a history of substance abuse.
This failure affected 1 of 3 residents (R2)
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reviewed for psychosocial interventions for
substance abuse. This failure resulted in R2
seeking medication/drugs from peer residents,
causing R2 to overdose and treated with Narcan
{opioid antagonists).

Findings include:

On 4/19/2022 at 2:48 PM, R2 states regarding

her hospitalization on 4/14/2022 that the nurses
would not give her any pain medication. R2
slates, her pain is In her side, back and left leg
and she takes norco for pain. R2 states, "l was in
alot of pain and | got pain medication from
another lady (R1) here." R2 states, "They don't
give me pain medication when | ask, but (R1) can
get whatever she wants from them. | know |
made a mistake by getting the medication from
her." R2 states that on 4/14/2022, (R1) "saw |
was in a lot of pain and she gave me this white
powder, and | took some with my finger and
sniffed it. She told me, be careful and not to take
alot. She said | have to be careful because it was
the straight stuff. | thought it was heroine.” R2
states, "after taking the stuff (R1) gave me, |
woke up the next day in the hospital .

R2's Order Review Report notes Norco tablet
5-325mg 1 tablet every 6 hours ordered 3/8/22 as
needed for Pain score 4-10.

R2's Progress Notes dated 3/5/22 notes Nurse
Practitioner was notified that R2's supply of Norco
needs new script. Signed Script faxed to
pharmacy.

Review of Medication Administration Record for
March 2022 notes R2 was not given Norco on
3/4/22 or 3/5/22.
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